Abstract: This paper presents the prevalence rates of schizophrenia and major affective disorders by age and race among a random sample ofmalejail detainees.
Introduction
Mental health professionals speculate that the jails have become a repository for the severely mentally ill. Often referred to as the criminalization hypothesis, this trend is thought to be the unintended consequence of policy modifications, e.g., deinstitutionalization and more stringent commitment criteria.1-3 ofparticular concern are minor offenders (e.g., shoplifters) who could be treated in the mental health system but are instead managed by the criminal justice system. Criminal processing of the mentally ill may be most common among the individuals of the underclass because they have less access to treatment, fewer treatment alternatives, and less social support than wealthier persons. 4 Jails, rather than prisons, are the critical point to gather psychiatric epidemiological data. Jail populations include detainees awaiting trial and convicted offenders serving sentences of less than one year, while prisons contain only convicted criminals serving longer sentences. Prison samples are biased because inmates are often diverted to forensic psychiatric facilities prior to conviction or imprisonment; prevalence rates of severe disorders in prisons* appear to be lower than those in jails2 and those in the general population. 5, 6 The Appendix displays the findings of previous prevalence studies of mental illness among jail populations. [7] [8] [9] [10] [11] [12] [13] [14] [15] [16] [17] [18] [19] [20] [21] [22] [23] [24] Interestingly, the studies listed show no increase in prevalence rates over time, and little consistency across studies. The tremendous variation in prevalence rates may be explained, in part, by three major methodological limitations: * Sample Selection-To date, only four studies have used random samples. [11] [12] [13] 23 One study used volunteers,20 resulting in a plethora of potential biases. The most common type of study includes only persons who are referred for a mental health evaluation, and is obviously biased. * Measurement-The variability in prevalence rates may be a result of the unknown reliability of the analysis. After controlling for demographic differences between the jail and five-city samples, the jail prevalence rates were still two to three times higher than those in the general population. These findings suggest several public policy modifications concerning the psychiatric management of our burgeoning jail population. The NIMH-DIS provides diagnostic categories rather than global psychopathology scores. DSM-III diagnoses are scored from the interview data by a computer program written expressly for this purpose.40 Because of subject variance over time and the rarity of many disorders, it is difficult to assess the reliability and validity of psychiatric assessment instruments such as the DIS. 41 Nevertheless, a reliability check of twenty pairs of interviews found 93 percent agreement across all diagnoses; 85 percent were given nearly identical profiles. The interview lasted between one and three hours, depending on the number of positive symptoms of the detainee.
The baseline (general population) data were obtained from the NIMH Epidemiologic Catchment Area program42 which, also using the NIMH-DIS, calculated the prevalence rates of mental disorders in five cities: Baltimore (n = 3,481), New Haven (n = 5,034), Los Angeles (n = 3,131), RaleighDurham (n = 3,921), and St. Louis (n = 3,004). 5 Because the jail sample was male, female subjects were eliminated from the comparison data. We also omitted all Hispanics (as well as other subjects who were neither Black nor White) from both data sets because there was an insufficient number of Hispanicjail detainees to include in the analysis (n = 47). Since the five-city sample excluded persons under the age of 18, we eliminated 53 subjects under that age from thejail sample in the comparison. Because almost all the jail sample were under age 60, we also excluded subjects over age 60 from the comparison. The final sample includes 627jail detainees and 3,481 from the general population in the five cities: Baltimore, n = 825; New Haven, n = 748; Los Angeles, n = 431; Raleigh-Durham, n = 832; and St. Louis, n = 818. The complex sampling design of the five-city sample43 required adjustment of the variances and standard errors presented in this paper using design effects estimated with Taylor Series Linearization provided by the National Institute of Mental Health. 44 We calculated the prevalence rates of three disorders: major depressive episode, manic episode, and schizophrenia (including schizophreniform disorder). For each disorder, separate analyses were conducted to differentiate between "current" (defined as symptomatic within two weeks of the interview) and "lifetime" diagnoses. We conformed with the Epidemiologic Catchment Area study in that the disorders are not mutually exclusive: a subject could meet criteria for more than one disorder. 45 In order to attain adequate statistical power for the jail-general population comparison, the data from the five cities needed to be combined. Before doing so, we compared the prevalence rates of each disorder across the five cities. This precautionary measure ensured that any observed differences between the jail and the general population data were not merely an artifact of the idiosyncratic characteristics of one or two of the cities. A loglinear analysis indicated that there were no significant or substantial dissimilarities in prevalence rates across the five cities (data available on request to author).
Results Tables 1 and 2 show the prevalence rates with their standard errors, differences between the jail and the five-city sample, and the ratio of the differences in prevalence rates to the standard error of the difference (differences of proportions test46) for current and lifetime disorders, respectively. The uneven partitioning of age is dictated by the limited number of jail detainees over age 32 (n = 117). We did not simultaneously cross-classify by race Tables I and 2 show that, overall, prevalence rates of current and lifetime major depression, mania, and schizophrenia, and "any severe disorder" (that is, any of the three (Table 3) . This technique enables us to test the differences between the jail and five-city samples while holding both age and race constant. Table 3 reports the parameters, the ratio of parameters to their standard errors (roughly equivalent to the likelihood ratio chi-square test), and model statistics for the final loglinear models for each current and lifetime diagnosis. Empty cells were set to .05, rather than the less conservative technique of setting them to structural zeros and adjusting degrees of freedom.53 Notice that for each of the eight models, the site (ail/five-city sample) by diagnosis (present/ absent) effect is retained and is in the hypothesized direction. In other words, we can reject the hypothesis of homogeneity for all current and lifetime disorders. In all cases, the coefficient for a diagnosis by site interaction exceeds its standard error by at least 2.58, or with a probability of less than .01. The analysis thus strongly supports our hypothesis: the prevalence rates of major depression, mania, and schizophrenic disorders are significantly higher in thejail than in the five-city sample, and are not an artifact of race or age differences between the two samples.
Discussion
This study provides reliable data concerning the relative prevalence of severe mental disorder among urban jail detainees in Cook County, Illinois, and the five-city Epidemiologic Catchment Area sample of the general population: for all race-age subgroups, the observed jail rates of schizophrenia, major depression, and mania were two to three times higher than in the general population. Moreover, these prevalence rates likely underestimate the true prevalence of mentally ill persons who are processed through the criminal justice system; samples obtained at the jail level omit all persons who are arrested but not incarcerated because they are diverted to a mental health facility during their pretrial hearing.
Our results do not enable us to ascertain whether mental disorder is a causal determinant of a criminal career, or merely a frequent trait among these offenders. Comparison with similar studies is of little utility. As demonstrated in the Appendix, their methodological limitations do not permit us to infer with any certainty whether our prevalence rates are higher than those found in prior studies. Our data thus provide necessary, but not sufficient, evidence that the mentally ill may be diverted into the criminaljustice process.
In their exhaustive review ofthe literature, Monahan and Steadman27 concluded that the apparently greater prevalence of mental disorder among offenders disappears when sociodemographic factors are taken into account. In this study, however, the differences between the jail and general population persisted even after controlling for race and age. It is also interesting to note that the observed ratio of current jail rates to current population rates is substantially higher than the comparable ratio oflifetime rates. This finding lends further support to the criminalization hypothesis because we know the arrest occurred during a period of active illness. Mentally ill persons with co-occurring substance abuse and personality disorders may be the most vulnerable to arrest because few treatment alternatives are available.**A4 Clearly, further research is needed to disentangle the relationship between mental disorder and criminality, as well as to ascertain if mentally ill persons who are more appropriately treated within the mental health system are being funneled into the criminal justice system.
The finding that over 6 percent of all incoming jail detainees were suffering from a "current" psychotic illness suggests several public policy implications.
First, since disorders such as schizophrenia, major depression, and mania require immediate attention,jails must routinely screen all incoming detainees for severe mental disorder. 54 In sum, our results cannot be interpreted as evidence that the mentally ill are increasingly subject to incarceration. Nevertheless, the data document that the prevalence rate of severe mental disorder is significantly higher in a typical urban jail than in the general population. Additional epidemiological work is needed to ascertain the extent to which this finding is generalizable to other geographical areas. In accordance with court rulings, and in view of the number of severely disturbed detainees in our jails, we must allocate sufficient resources and develop and implement innovative treatment programs so that the mentally ill in jail may be treated expeditiously and in the most humane manner possible. 
